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For the purpose of this study the researcher will look at the relationship between support
systems and depression on grieving children. Few studies have been conducted that examine the
relationship between these two constructs with this particular population. For a school age child, the
loss of a parent may be the greatest tragedy he or she will ever have to deal with. "Death has a way
of sealing people off, making them feel totally isolated."1 Bereaved families have considerable needs
at the time of the death of a family member that may continue for months or years.2 Isolation often
occurs for the child because the surviving parent may be overwhelmed by his or her own grief
responses.3 Raphael reported that preschoolers who had lost a parent to death demonstrated
survival-level fears.4 According to Wass and Stillion, losing a parent may be so traumatic that it will
have long-lasting effects on the mental health of a child. According to one study, 27% of adult
patients in a highly depressed group reported the loss of a parent before the age of 16. In a group
on non-depressed adults only 12% experienced the loss of a parent before the age of 16.5
Grief doesn't go away. According to the National Grief Institute, individuals either learn to
deal with pain, or they find ways to anesthetize it: 90% of children in chemical dependency programs
have lost a parent either through death or divorce. Without adequate support, children learn to
1S.L Bertman, Facing Death, (New York: Hemisphere Publishing, 1991).
2D.P. Fauri, and D.R. Grimes, "Bereavement Services for Families and Peers of Deceased
Residents of Psychiatric Institutions", Social Work, 39 March 1994, 185-190.
3J. Parry and J. Thornwall, "Death of a Father", Death Studies, 16 June 1992, 173-181.
4B. Raphael, The Anatomy of Bereavement, (New York: Basic Books, 1983), 312.
5H. Wass and J.M. Stillion, Death in the Lives of Children and Adolescents, (New York:
Hemisphere Publishing, Inc., 1988).
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repress and deny their feelings. It has been shown that in adulthood, they often submit to chemical
dependency, have trouble in relationships, develop emotional disorders, and sometimes commit
suicide. In grief, children need additional love, support, and structure in their lives. Unfortunately, the
family is often least able to help due to their own inability to cope. This, coupled with the fact that
death is difficult for adults to understand and explain, and the misconceptions that children aren't
really affected by grief, has kept children from receiving the help they truly need. It has been found
that early intervention is the key. This study suggests that the quality of a bereaved child's support
system will impact the child's experience of depression in the grief process.6 This study seeks to
address a major gap in social work knowledge regarding the relationship between support and
depression in grieving children.
Statement of the Problem
There has been surprisingly little research on support systems and depression among
grieving children by social practitioners. Statistics indicate that immense numbers of children are
grieving. Approximately 4% of U.S. children lose at least one parent by the age of 15.7 An additional
30,000 children per year lose a sibling through death. According to one study, 50% of 90 children
have been observed to demonstrate specific grief behaviors in the two years following the death of
a sibling.8
While much has been written about grief there has been little in terms of the role of support
systems and depression. In seeking to meet the needs of those who are affected by the death of a
sibling, social work practitioners must look for more systemic explorations of the complex issue
involved in understanding and meeting the needs of grieving children. The death of a sibling brings
about significant changes in individual behavior and in the family structure and situation. The exact
6National Childhood Grief Institute, n.p:. National Childhood Grief Institute, n.d., 1-3.
7M. Fristad, R. Jedel, R. Weller, and E. Weller, "Psychosocial Functioning in Children After
the Death of a Parent", American Journal of Psychiatry, March 1993, 37.
"National Childhood Grief Institute, 3.
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nature and duration of these changes and their impact on the grieving child has not been sufficiently
documented. The death of a loved one sets off a chain of events which has interacting and far
reaching effects. It is to these effects that grieving children must adjust.
Purpose of the Study
The primary purpose of this study is not only to understand grieving children, but also to
expand the knowledge base for professionals regarding support systems and depression in grieving
children. Only if social work practitioners are knowledgeable about the range and impact of support
systems and depression on grieving children will they be able to effectively intervene. Clinicians
require information to adequately support children as they strive to cope with their losses. Social
workers already working with a family when an unexpected death occurs can offer aid and comfort
and proactively prepare the family to understand and promote successful grief expression.9
Significance of the Study
As social workers become more aware of the prevailing attitudes toward support systems and
depression on grieving children, we can better evaluate the effectiveness of our intentions. This
particular study is significant because it identifies the role support systems play in eliciting adaptive
coping skills among depressed, grieving children.
Practitioners require knowledge about the range of possible reactions to separation so that
they can determine if a child is demonstrating appropriate grieving responses. In addition, counselors
need to be aware of the symptoms of repressed grieving, including depression, so they can identify
possible misconceptions that may lead to increased trouble and even continued problems in
adulthood. Within society, families can be guided to understand and assist children in their individual
expression of grief. This will assure a healthier future for the children.10
9C. Norris-Shortle, P. Young, and M. Williams, "Understanding Death and Grief for Children
Three and Younger", National Association of Social Workers, Inc., 1993.
101Ibid., 279.
Some emphasize that all children experiencing grief should be in short term therapy.11 In fact,
hospice organizations provide a strong example of successful intervention efforts with bereaved
families due to the required offering of bereavement support services to caregivers for a period of
twelve months following the death of the patient. Additionally, research demonstrates increased
emotional, mental, and physical stability for family and friends both during and after involvement in
bereavement services.12 Children and adults have demonstrated an innate self-healing ability. With
appropriate caring support this ability cannot be stopped. By allowing, affirming, accepting, and
encouraging all the many different expressions of grief, the innate, self-healing process can occur.
Children are then better prepared to handle life's future difficulties.13
11J. Parry, and J. Thornwall, 173-181.
12D.P. Fauri, and D.R. Grimes, 185-190.
13I. Smith, "Preschool Children Play Out Their Grief, Death Studies, 15 March 1991,208-235.
CHAPTER TWO
LITERATURE REVIEW
In order to increase knowledge, we will first briefly explore the current literature regarding
support systems, depression, the grieving process, and children's conceptual understanding of death.
We will then discuss the definition of terms, the theoretical framework, and the statement of the
hypothesis.
Support Systems
Researchers have found that many children positively adapt to stressful situations based on
their IQ, self-efficacy, self-esteem, attributions of control, coping skills, warm, secure family relations
and lack of discord; and extrafamilial support.1 For instance, family support during stressful times
may help children maintain a sense of control, consistency, and routine in the face of change. Certain
positive attributes of the supportive family including parental warmth, intimacy, and communication
are associated with more adaptive coping. Families with maladaptive processes have been linked
with less functional coping responses.2
In addition, extrafamilial support can impact a child's adjustment to stress and loss. There
are a variety of support systems outside of the immediate family that can help children as they
experience grief. These resources include extended family, friends, therapists, teachers, school
counselors, psychologists, support groups, religious groups and beliefs, and family friends.
Bereavement support groups are a place where people come together with the commonality of having
1E.E. Werner & R.S. Smith, Overcoming the Odds, (Ithaca, NY: Cornell University Press,
1992).
2M. Herman-Stahl & Anne C. Petersen, "The Protective Role of Coping and Social Resources
for Depressive Symptoms among Young Adolescents", Journal of Youth and Adolescence, 25 1996.
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experienced a death. Within this self environment, various interventions are utilized that may support
the understanding and expression of grief, such as drawing, using clay, using puppets, writing in
journals, writing letters, making memory books, telling stories, and planning rituals.3 Healing can be
facilitated initially through reassuring families of the normality and naturalness of their responses to
death. Through such normalizing, children begin to realize that their reactions to death are
appropriate and, most important, that nothing is wrong with them for feeling or acting the way they do.
Once the realization of normal responses to death is understood and recognized, children in particular
can feel more comfortable with their feelings, which in turn clears the way for expressing the emotions
associated with grief.4
The grief facilitator must help the child process grief in his or her unique way. To do this, the
therapist needs to foster a safe environment for children to openly communicate their feelings and
emotions. In creating this unconditional, supportive environment, the counselor establishes rapport
with the child. Once trust is maintained, questions and fears can be dealt with openly. Facilitating
a safe place for children to express feelings unconditionally is essential; yet children, depending on
their stage of development, are often afraid and even unable to recognize and then express their
feelings verbally. For instance, research demonstrates that when young children (under age 9) talked
about death, their emotional responses were essentially absent in all cases. This suggests that
children have great difficulty understanding and emotionally coping with death. Likewise, Segal
observed that children, commonly refused to discuss uncomfortable feelings and that this suppression
of feelings prolongs the grieving process. Segal also suggested symbolic communication through the
use of expressive art such as music, bibliotherapy, creative art, and body movement as an effective
vehicle to breach the verbal communication barrier and guide the child to his or her natural feelings.5
3J.W. Worden, Children and Grief: When a Parent Dies, (New York: Guilford Press, 1996.)
4R. Moody and C. Moody, "A Family Perspective: Helping Children Acknowledge and Express
Grief Following the Death of a Parent", Death Studies 15 1991, 587-602.
5R.M. Segal, "Helping Children Cope With Death Through Symbolic Communication", Social
Casework, 26 1984, 590-599.
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Being a teenager is about the struggle between dependence and independence. It's about
sorting out a tangle of physical, emotional and social changes. But life for the teen in grief is even
more complex. The emotional turmoil of grieving can be unnerving for even the most secure teen.
Intense and frightening mood swings make some question their sanity. The isolation of not fitting in,
at an age when peers are so important, is a key issue in addressing teen grief. Peer support groups
are particularly helpful for teens. The group members are resources for each other. Ideas are
exchanged on how they can direct their energies. Diverse ideas emphasize the fact that there is no
single way to grieve, thereby encouraging each person to find his or her own unique method.6
According to Bowlby, children can resolve loss as favorably as adults through the following
conditions: 1) The child enjoyed a reasonably secure relationship with parents before loss. 2) The
child receives prompt and accurate information about what happened and is allowed to ask questions
and be answered honestly. 3) The child participates in family grieving, including funeral rites. 4) The
child has the comforting presence of a parent or adult, whom the child trusts and can rely on in a
continuing relationship.7
Depression
Historically, the term "depression" has been reserved for the adult population. Currently, it
is well recognized that children and adolescents may also suffer from this disorder. Some theorists
believe that depression reveals itself in children through symptoms such as low affect, negative self
concept, self-depreciation, sleeping and eating disturbances, and diminished socialization. Others
philosophize that children and adolescents often circumvent diagnosis because the depressive
feelings are masked by other behaviors.8 Krakowski believes that "masked" behaviors are actually
6M. Perschy and A. Baker, "Teen Grief Group: Respite From Isolation", Bereavement
Magazine, 11 June 1990, 42.
7J. Bowlby, Loss, Sadness, and Depression, (New York: Basic Books, 1980).
8S. Miezitis, Creating Alternatives to Depression in our Schools, (Toronto, Canada: Hogrefe
& Huber Publishers, 1992).
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overt symptoms of depression. He states that children and adolescents do exhibit signs of
depression in behaviors appropriate to their age and developmental level.9 Today, most researchers
agree that depression in children and adolescents expressed itself similarly to adults. However,
Reynolds states that it is important to allow for the influence of developmental stages when apply the
criteria.10
It has been determined that depression involves a variety of symptoms including a loss of
interest or pleasure in usual activities, poor appetite or overeating, insomnia or hypersomnia, low
energy or fatigue, low self-esteem, poor concentration or difficulty making decisions, and feelings of
hopelessness.11 In young children separation anxiety may occur. In adolescence, depression may
manifest itself through negativity or antisocial behavior, school challenges, increased expression of
emotions, sensitivity to romantic rejections, inattention to personal appearance, and substance
abuse.12 According to Cytryn and McKnew, there are 3 types of "depressive reaction" in children:
Acute depressive reaction generally occurs as a response to a sudden
dramatic event associated with a loss. Prior to the precipitating trauma, there is
reasonably good adjustment in both the child and the family. The child who
becomes acutely depressed following a loss, appears socially withdrawn,
helpless and hopeless, exhibiting a sad affect, psychomotor retardation, sleep
disturbance, and suicidal ideation.
Chronic depressive reaction has no identifiable precipitating cause, but
the child's history is marred by separations and losses, marginal emotional and
social adjustment on the part of the child, and depressive illness on the part of at
least one parent.
Masked depressive reaction is seen in children with a family background
of pathology that is not of a depressive nature. Rather than exhibiting socially
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Unfortunately, depression in children and adolescents often goes unheeded. Families are
often inclined to deny the children's depressive symptoms. This could be due to the parents' own
feelings of sadness or guilt, or the fear of professional involvement. Schools may overlook
characteristics of depression in the passive and withdrawn child. According to Morris, teachers may
avoid unresponsive students due to their own unconscious feelings of inadequacy. Furthermore,
children may attempt to protect their parents or avoid upsetting adults by obscuring their depression.14
Research demonstrates that depression can negatively impact a child's social functioning.
In fact, it has been shown that even after children have recovered from depressive episodes, social
functioning continues to be impaired. Depression has been linked to poor academic performance and
increased behavior problems.15 Without identification and intervention, depressed children are at risk
for mental illness and suicidal behaviors.16
The Grieving Process
Grief is a consequence of loss. It is possible, however, not to grieve. An individual may
choose not to express the feelings that accompany loss. When that occurs, unfortunate
consequences ensue due to the "stored up" or delayed grief.17
Grief can be called a journey or a process. There are several different ways to describe the
grieving process. Kubler Ross described the concept of grief as a natural, expected reaction to death.
She continued to define it as a process involving somatic, psychological, and social reactions to a
perceived loss.18 According to Bailey, grieving has three goals. The first goal is to accept the reality
14lbid., 14.
15E.B. Hamilton, "Social, Academic, and Behavioral Competence of Depressed Children:






of the loss. The second goal is to experience the pain of the grief. The third goal is to withdraw
emotional energy from the loss, and reinvest it back into one's current life. Although this journey is
described as stages, it is important to acknowledge that it is not linear. The individual moves back
and forth among the stages, sometimes at intervals of days or hours. In one day's time, the individual
can experience several places in the journey.19
Some experts believe that a linear model inadequately represents grieving as a straight line
aimed for a definite place. It suggests that one can, in fact, leave the loss behind clearly and
completely. A linear model manages to suggest that the griever should be at a particular point at a
particular time, and that after Feeling "X" must always come Feeling "Y". Such suggestions merely
add to the frequent sense of shame felt by grieving persons when they experience the unexpected
return of intense feelings.20 Additionally, parents and family members do not always progress through
the stages of recovery in the same order or at the same time. Inappropriate expectations of the grief
process can cause confusion, isolation, and resentment among those family members who process
grief differently.21
A model displaying the shape of grieving might take the form of a spiral figure. The spiral
would begin at a low point representing the emotional "low" brought on by loss, and would move
circularly upward as the griever climbed out of the "pit". But from time to time the spiral would bring
the mourner to a point directly above the beginning low point. Thus, causing many of the intense
feelings to suddenly return.22 Such a point often occurs surrounding an anniversary of some kind
such as, the death anniversary, a birthday, Thanksgiving, Christmas, or Hanukkah. Anniversary
reactions often present themselves through a variety of representations such as anniversary dreams,
19B. Bailey, The Journey of Grief, (Connecticut: The Connecticut Hospice, Inc., 1986).
20C.M. Parkes, "Bereavement" in The Oxford Textbook of Palliative Medicine. Edited by D.
Doyle, G.W.C. Hanks, and N. McDonald, (Oxford: Oxford University Press, 1995).
21M. Pauw, "The Social Worker's Role with a Fetal Demise and Stillbirth", Health and Social
Work, 16 November 1991, 291-297.
22,CM. Parkes, 241.
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accident proclivity, depressive responses, diseases such as ulcers and colitis, and anniversary
suicides and homicides. In their attempt to master the traumatic experience, children distinctively
re-enact traumatic events, such as death, through symbolic expressive play.23
Children's Conceptual Understanding of Death
As a child grows, they go through tremendous developmental changes. With each stage of
development the child perceives death differently. Adult responses to death are crucial in determining
the child's impressionable reaction to a loss.24 Children's understanding of death directly influence
their grieving process. According to Smilansky, a child must understand five principal aspects of
death in order to process mourning and subsequent readjustment: 1) The irreversibility of death; 2)
The finality of death, 3) The causality of death, 4) The inevitability of death, and 5) Old age.25 Piaget's
successive levels of cognitive development closely parallel children's conceptions of death.26 During
Piaget's preoperational period (2 years to 6 years) a child's cognitions are dominated by magical
thinking and egocentrism. Consequently children in this stage magically believe that death can either
be avoided or reversed. Melear found that children in this age group viewed the dead as having
feelings and existing in a life-like state. For example, because of magical thinking, a young child may
become preoccupied with fears centered on the bodily functions of the deceased. "How can Mommy
or Daddy breathe?" Or "How is Mommy or Daddy going to eat in the coffin?" At this time, the finality
and reality of death must be discussed and repeated often. A child in this stage requires much
patience and repetition of accurate concepts of death. Because of magical thinking and egocentrism
23M. Gabriel, "Anniversary Reactions: Trauma Revisited", Clinical Social Work Journal, 20
Summer 1992, 179-192.
24A.R. Gottlieb, "John: Some Thoughts on Mourning", Clinical Social Work Journal, 24 Fall
1996, 271-283.
25S. Smilanski, On Death-Helping Children Understand and Cope, (New York: Peter Lang
Publishing, Inc., 1987).
26J. Piaget, The Origins of Intelligence in Children, (New York: International Universities
Press, 1952).
12
working together, the child may also feel responsible for causing the death of the parent and
consequently feel pain and guilt. Continual reassurance that the child did not cause the parent or
loved one to die is vital.27
Progressively, through the period of concrete operations (6 or 7 years to 11 or 12 years),
children begin to understand the reality of death, but do not realize that death is universal and that
those around them, including their loved ones, may someday die.28 Overall, children in this second
stage tend to conceptualize death in concrete terms and view death as distant from themselves.29
During this stage, for instance, children are confused and frustrated by statements like, "We lost
Grandma," or "Now your father can rest in peace." Such euphemisms may prompt children in this
stage to search for Grandma or fear going to sleep. Sound and honest information is essential.
Gradually, from age 9 or 10, children acquire a more mature understanding of death. Eventually they
realize that death is irreversible in nature and that they themselves will eventually experience it.
Teens generally focus on the abstract understanding of spiritual development and questions.30
Throughout much of the research regarding children's concepts of death, the specific age
ranges for each stage differ slightly from researcher to researcher. Yet all researchers agree on the
developmental nature of death associations, which progress from no understanding toward an
abstract and realistic understanding of the concept of death.31
For children, becoming withdrawn and quiet is a common response to the death of a loved
27K.M. Stillion, and H. Wass, Children and Death: Facing the Facts. (Washington, DC:
Hemisphere Publishing, Inc., 1979), 208-235.
28E.B. Berlinsky and H.B. Biller, Parental Death and Psychological Development, (Lexington,





one.32 Some adults may incorrectly interpret this response as the child's accepting the loss, because
he or she is not visibly disturbed. Accordingly, because young children have relatively shorter
attention spans than adults, adults may view them as resolving their grief much sooner than they truly
have. Research reveals that a complex constellation of emotions accompanies children's grief.33
Wolfelt for instance, outlined 13 dimensions of childhood grief including shock/denial/disbelief/
numbness, lack of feelings, physiological changes, regression, wanting to be like an adult to help out
the surviving parent, disorganization and panic, explosive emotions, fear, guilt and self-blame, relief,
lose/emptiness/sadness, and reconciliation.34 These reactions do not necessarily occur collectively,
nor in any pattern, and grieving may take a very recurring course in children. Children's grief
reactions can also be manifested indirectly in behaviors such as bed wetting, academic problems,
behavior problems, etc.35
Definitions of Terms
The following terms are defined as they relate to this specific study; support systems,
depression, grief and children. Paraphrasing Hepworth, the support system is defined as those family
members, friends, significant others and organizations that provide a child with a sense of security
and belonging, shared interests and values, nurturance, physical care, validation of personal worth,
and guidance in coping with difficulties that arises.36
Depression is defined as a two week period of time when a child experiences a depressed
32E. Kubler-Ross, Unfinished Business: Death and Griefin the Family, (Rockville, MD: Aspen
Publishing, Inc., 1984).
1983).
33A. Brenner, Helping Children Cope with Death, (Toronto: Lexington Books, 1984).
MA. Wolfelt, Helping Children Cope with Grief, (Muncie, IN: Accelerated Development Inc.,
35T.A. Rando, Grief, Dying, and Death; Clinical Interventions for Caregivers, (Champaign, IL:
Research Press, 1984).
36D.H. Hepworth & J. Larsen, Direct Social Work Practice, (Pacific Grove, California:
Brooks/Cole Publishing Company, 1993).
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or irritable mood, or the loss of interest or pleasure in nearly all activities. In addition, the child
experiences at least four additional symptoms such as changes in appetite or weight, sleep, and
psychomotor activity, decreased energy; feelings of worthlessness or guilt; difficulty thinking,
concentrating, or making decisions; or recurrent thoughts of death or suicidal ideation, plans, or
attempts.37 For the purposes of this study depression will be suspected when a child scores a 13 on
the Depression Self Rating Scale.
Bereavement is the situation of anyone who has lost a person to whom they are attached.
Grief is defined as the psychological and emotional reactions to bereavement.38 For the purpose of
this study, the participants are children who have experienced the loss of a sibling through death.
Theoretical Framework
The Ecological Systems Model was utilized as the particular theory that informed this study.
This perspective views the child as influencing and being influenced by his or her environment. It is
clear when utilizing the ecological systems viewpoint that the availability of adequate resources and
positive interactions in the environment are essential in the satisfaction of the child's human needs
and mastery of developmental tasks. When gaps occur in the environmental resources, such as the
lack of social support, the fulfillment of basic human needs may be diminished and could lead to
stress or impaired functioning. Social work can become involved by developing and linking
appropriate resources to children and families.39
Statement of the Null Hypothesis
There will be no statistically significant relationship between support systems and depression
on grieving children.
37American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders






This study utilized the exploratory research design to determine the relationship between
support systems and depression in grieving children. Exploratory designs are utilized to gather data
or facts about a subject that is relatively unknown.1
Setting
The participants to the study were acquired from a large metropolitan pediatric hospital.
Although the city is diverse in race and ethnicity, the population acquired was primarily Caucasian and
of similar religious faiths.
Sampling
Participants for this study were acquired through a non-probability sampling process. A total
of 16 research subjects were acquired between the ages of nine and eighteen years. The subjects
have experienced the loss of at least one sibling through death. The participants were located
utilizing a list of pediatric deaths that had occurred with one metropolitan pediatric hospital. The list
was then reviewed by the Pastoral Care Department to determine that 36 deceased children had
surviving siblings. Although there was an attempt to contact each family, twelve families could not
be reached. Another eight families chose not to participate in the study.
Data Collection Procedure/Instrumentation
After determining which family would be appropriate to contact, the parents of the research




participants were reached via the telephone. The consent form was read to the parent. Consent was
acquired verbally prior to talking with the child. Additional consent was acquired from the child prior
to beginning the questionnaires. The parent then received a copy of the verbal consent form, as well
as the subject's Bill of Rights within four weeks following the completion of the questionnaires.
Included on the consent form were statements regarding the participant's rights of
confidentially and anonymity with the emphasis that there was no obligation to complete the survey.
Contact numbers were included for parents or children to voice future questions and to request the
results of the research study.
The demographics form include questions related to the participant's age, race, religion, and
gender as well as the date of birth, gender, medical diagnosis, and date of death of the deceased
sibling. In addition, the parent's name, and current address were acquired in order to send copies
of the consent and the Bill of Rights.
The dependent variable is the level of depression experienced by the bereaved child. The
independent variable is the social support the bereaved child perceives to experience. The
measurements of these variables were determined using two standardized instruments. The first tool
is the Multidimensional Scale of Perceived Social Support (MSPSS). This 12-item survey was
developed to measure perceived social support from three sources: family, friends, and a significant
other. It has been utilized with a multitude of studies and has been found to have both excellent
internal consistency and good factorial, concurrent, and construct validity. The MSPSS is short,
easily adaptable for children, and readily scored.2
The second measurement tool is the Depression Self-Rating Scale (DSRS). This 18 item
instrument was formulated to measure the extent and severity of depression in children between the
ages of seven and thirteen. This scale includes items related to mood, physiological and somatic
complaints, and cognitive aspects of depression. The questions are worded both positively and
negatively to reduce bias. Special consideration was particularly important due to the age of the
2Fischer & K. Corcoran, Measures for Clinical Practice, (New York: the Free Press, 1994).
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participants. Particularly simple language and uncomplicated response categories were
demonstrated. The DSRS has a rough cutting score of thirteen. This was found to differentiate
between depressed and non-depressed children. This instrument has been utilized in a variety of
studies and has demonstrated fair internal consistency and good stability, as well as, good concurrent
validity.3
Data Analysis
The information compiled from the two questionnaires was examined using the computer
program the Statistical Program for the Social Sciences for Windows (SPSSWIN). Descriptive
statistics, frequency distribution and percentages were compiled. Chi Square and Gamma tests were
utilized to determine if there was a correlation between depression and support systems in grieving
children.
The frequency and percentages of each question were reviewed. Chi Square was crossed
with Gamma to determine if there were no significant correlations of 0.5 or better between the
variables. Those that demonstrated a strong correlation were discussed and compared to the




This chapter displays the details of the data obtained from the 16 bereaved sibling
participants. The hypothesis: There is no statistical significant relationship between support systems
and depression in grieving children was tested utilizing cross tabulation between the Chi Square and
Gamma tests.
Demographic Characteristics
Table 1 portrays that a total of 16 children ranging in age from nine years seven months to eighteen
years three months participated in the study. The mean age for the study is twelve years six months.































1The tables are numbered in accordance with the order of questions in the survey, but only
those discussed at length are included in the text. In Appendix A, the others appear, bearing



























Table 2 demonstrates that there were 37.5% or 6 male participants and 62.5% or 10 female
participants.













According to table 3 this is a rather homogenous sample. 87.5% of the respondents were Caucasian
while 6.3% were African American. Another 6.3% described themselves as Hispanics

















The data in table 4 demonstrates that 18.8% of the participants chose not to follow a religion, 31.3%
of the respondents describe themselves as Catholic, 31.3% are Baptist, and the remaining 18.8%
declare themselves as Christian.



















According to table 5, there is a wide range from eight months to nine years in the length of time that
has occurred since the death of the child. 12.5% of the respondents have experienced the death
within the past year. Another 75% have experienced the death within the past six years. The
remaining 12.5% experienced the death nine years ago. The mean for the length of time that has
occurred since the death is three years four months.
Table 5. How long has it been since





































According to table 6, the deceased child's age at death ranged between one month and nineteen
years nine months. The mean age was five years nine months. 37.5% of the deceased children were
under two years old while 25.2% were over the age of 10.



















































Interestingly, table 7 states that the decreased children's gender was equally divided with 50% male
and 50% female.











There were a variety of possible medical diagnoses. Table 8 portrays that the majority of the children,
43.8%, died due to cancer related illnesses. Another 37.5% died from physical anomalies. The




















According to table 9, an overwhelming 87.5% of the respondents attended a grief support group
following the death of their sibling.
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Table 9. Has your child attended a grief














The data in table 10 suggests that 25% of the participants attended individual therapy since the death
of their sibling.
Table 10. Has your child attended














Table 11 demonstrates that 25% of the research subjects attended family counseling following the
death of their sibling.
Table 11. Has your child attended family














The data in table 12 indicates that 31.3% identify their mother as their main source of help regarding
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their brother/sister's death. Another 31.3% identified their parental unit as a main source of comfort.
6.3% classified their friends as a main support. A total of 18.5% felt that either church or visiting the
cemetary has supported them in the months following the death of their siblings. 6.3% indicated that
their school counselor helped them the most regarding the death of their sister/brother.
Table 12. Who do you feel has helped you





























Multidimensional Scale of Perceived Social Support
The following tables portray data regarding theMultidimensional Scale of Perceived Social
Support. Again, the sample was fairly homogenous consisting of a total of 16 siblings, primarily
Caucasian, with a mean age of twelve years six months.
According to table 13,75% of the participants strongly agreed that there is a special person around
when they are in need. Another 12.5% somewhat agreed to this statement. 6.3% responded
neutrally, whila another 6.3% somewhat disagreed that there was someone around when they were
in need.
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Table 13. There is a special






















The following table 14 demonstrates that 100% of the respondents either somewhat agreed, 37.5%,
or strongly agreed, 62.5%, that there is a special person with whom they can share joys and sorrows
Table 14. There is a special person with














The data in table 15 expresses that 87.5% of the participants strongly agreed that there family really
tries to help them. The remaining 12.5% somewhat agreed to this statement.















Table 16 demonstrates that 56.3% participants strongly agree that they get the emotional help and
support they need from their family. Another 43.8% somewhat agree with this statement.
Table 16. I get the emotional help and support













According to table 18,12.5% strongly disagreed with the statement that their friends really try to help
them. Another 6.3% somewhat disagreed with the statement. 50% somewhat agreed, while the























According to table 19, 6.3% strongly disagreed and 12.5% somewhat disagreed with the statement
that they can count on their friends when things go wrong. 25% somewhat agreed while the
remaining 56.3% strongly agreed that they can count on their friends when things go wrong.
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Table 19. I can count on my friends



















According to table 20,18.8% of the participants responded neutrally to the statement that they can
talk about their problems with their family. 31.3% somewhat agreed while the remaining 50% strongly
agreed that they can talk to their family about their problems.
Table 20. I can talk about my problems
with my family. (N=16)











Table 21 demonstrates that a total of 18.8% of the respondents answered either strongly disagreely,
12.5%, or somewhat disagree 6.3% to the statement that they have friends with whom they can share
there joys and sorrows. The remaining 81% stated that they somewhat agreed, 6.3% or strongly
agreed, 75% that they have friends with whom they can share their joys and sorrows.
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Table 21. I have friends with whom I can




















According to table 25,62.5% of the respondents look forward to things as much as they used to most
of the time while 37.5% sometimes look forward to things as much as they used to.
Table 25. I look forward to things as
much as I used to. (N=16)
Value Label











Table 27 portrays that 31.3% of the respondents feel like crying most of the time. 43.8% feel like
cryin sometimes. The remaining 25% never feel like crying.
Table 27. I feel like crying. (N=16)
Value Label















Table 29 depicts that 6.3% of the study subjects feel like running away most of the time, 18.8%
sometimes feel like running away, and the remaining 75% never feel like running away.
Table 29. I feel like running away. (N=16)
Value Label














According to table 30, 6.3% of the respondents get tummy aches most of the time. The majority at
56.3% sometimes get tummy aches, and the remaining 37.5% responded that they never get tummy
aches.
Table 30. I get tummy aches. (N=16)
Value Label














Table 34 demonstrates that 12.5% of the respondents think that life isn't worth living most of the time.
Another 6.3% sometimes believe this statement. 81.3% responded that they never think life isn't
worth living.
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Table 34. I think life isn't worth living. (N=16)
Value Label














According to table 36, 63.8% of the participants state that most of the time they enjoy the things they
do as much as they used to. The remaining 31.3% state that sometimes they enjoy the things they
do as much as they used to.
Table 36. I enjoy the things I do as much
as I used to. (N=16)
Value Label











Table 37 depicts that 68.8% like talking about their family most of the time. 25% like talking about
their family sometimes. 6.3% never like talking about their family.
Table 37. Like talking about my family.
(N=16)
Value Label















Table 38 declares that 6.3% of the participants have horrible dreams most of the time. Another 43.8%
have horrible dreams sometimes. 50% responded that they never have horrible dreams.
Table 38. I have horrible dreams. (N=16)
Value Label














According to table 39,25% of the participants feel lonely most of the time. 31.3% responded that they
sometimes feel very lonely. The remaining 43.8% never feel very lonely.
Table 39. I feel very lonely. (N=16)
Value Label














Table 40 displays that 50% of the subjects are easily cheered up most of the time. 43.8% are easily
cheered up sometimes. 6.3% stated that they are never easily cheered up.
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Table 40. I am easily cheered up. (N=16)
Value Label














Table 41 presents that 12.5% of the participants feel so sad they can hardly stand it most of the time.
Another 37.5% sometimes feel so sad they can hardly stand it. The remaining 50% responded that
they never feel so sad they can hardly stand it.
Table 41. I feel so sad I can hardly stand it.
(N=16)
Value Label Frequency Valid Percent











The following tables display data related to significant correlations of .05 or stronger among
among the variables. According to table 43, there is a correlation of .00007 among the family's
willingness to help the child make decisions and the child's lack of horrible dreams. For instance,
50% of the subjects strongly agreed with the statement that their family is willing to help them make
decisions. Those same participants indicated that they never have horrible dreams.
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Table 43. Correlation between family's willingness













































Table 44 portrays a significant correlation of .00276 among the two variables. 50.0% of the subjects
indicated that they can talk with their family about problems andnever feel like running away.
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Table 44. Correlation between talking with family























































According to table 45, thre is a high correlation of .01243 among the two questions. 56.3% of the
subjects indicated that their family is willing to help them make decisions and they continue to look
forward to things as much as they used to.
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Table 45. Correlation between family's willingness
to help child make decisions and looking









































Table 46 demonstrates a correlation of .00063 among talking about problems with family and the
children's continued enjoyment. For instance, 50% of the participants indicated that strongly agree
with the statement that they can talk about their problems with their family and they continue to enjoy
things as much as they used to.
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Table 46. Correlation between talking about problems
















































Furthermore, a correlation of .02946 is demonstrated in table 74, 63.6% of the participants indicated
that their family is willing to help them make decisions and they never have feelings of sadness.
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Table 47. Correlation between family's willingness
to help the child make decisions and the
















































Table 48 also demonstrates a strong correlation of .00270 among the variables. For example, 56.3%
of the participants indicated that they receive the emotional help they need from their family and never
feel like running away.
38
Table 48. Correlation between emotional help












































According to table 49, 56.3% of the respondents indicated that they are good at the things they do
most or some of the time and strongly agree with the statement that they can talk about their
problems with their friends. This demonstrates a correlation of .03550.
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Table 49. Correlation between talking about
problems with friends and being good at













































Table 50 also portrays a correlation of .03550 between talking about problems with friends andhaving
lots of energy. 56.3% reported that they can talk about their problems with their friends and have lots
of energy most or some of the time.
Table 50. Correlation between talking about problems













































Table 51 displays a correlation of .04995. 62.5% of the participants indicate that they have a special
person with whom they can share joys and sorrows and also look forward to things as much as they
used to.
Table 51. Correlation between having a special person










































Additionally, table 52 demonstrates a strong correlation of .01243 among the questions. For instance,
62.5% of the children responded that they strongly agree with the statement that they have a special
person to share joys and sorrows and like to go out to play most or some of the time.
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Table 52. Correlation between having a special person










































Table 53, there is correlation of .01952. 62.5% of the respondents indicated that have lots of energy
most of the time and have a special person with whom they can share their joys and sorrows.
Table 53. Correlation between having a special person to share






































Lastly, table 54 portrays a correlation of .02535 among the variables. For instance, 75% of the
participants indicated that they sleep well most or some of the time and there is a special person who
is around when they are in need.
Table 54. Correlation between having a special person























































The conclusion of this study discusses the results of the hypothesized relationship between
support systems and depression in grieving children. The Chi Square test was utilized to discover
a correlation among the variables. The Gamma test was applied to examine the strength of that
correlation. Results from the study reject the Null hypothesis that there will be statistically significant
relationship between support systems and depression in grieving children. In fact, the results indicate
that those children with high levels of family, friend, and extrafamiiiai support do not demonstrate high
levels of depressive symptoms.
On each question of the Multidimensional Scale of Perceived Social Support, at least 81%
of the 16 children identified high levels of support from family, friends, and significant others.
Interestingly, 75.1% of the respondents specifically identified either their mom, parents, or family as
their main source of support regarding the death of their brother/sister. The remaining 24.9% split
their answers among friends, church, school counselors, and visiting the cemetery.
There was more variation on the Depression Self-Rating Scale. The responses
demonstrated low symptoms of depression. While 50% have horrible dreams most or some of the
time, another 75% of the respondents stated that they never feel like running away. 81.8% felt that
life is worth living while 566.3% have felt very lonely most or some of the time. An additional 62.5%
get tummy aches most or some of the time. Another 75% felt like crying most or some of the time.
At first glance it appears the correlation is among those participants who perceive high levels
of support while also demonstrating symptoms of depression. But in fact, the Chi Square and Gamma
Tests confirmed a significant correlation of .05 or better among high levels of various social support
and low symptoms of depression. The correlations occurred across all three identified sources of
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support: family support; peer support; and a significant other support.
According to the results, those children who identified that their family was willing to help them
make decisions continue to look forward to things as much as they used to, never have horrible
dreams, and never feel so sad they can hardly stand it. Meanwhile, those participants who can talk
about their problems with their family never feel like running away and enjoy the things they do as
much as they used to. In addition, those children who get the emotional help and support they need
from their family never feel like running away.
Correspondingly, those participants who can talk about their problems with their friends
continue to have lots of energy and are good at things they do. Additionally, those participants who
have a special person around when they are in need sleep very well. The results demonstrate that
those children who have a special person with whom they can share their joys and sorrow continue
to look forward to things as much as they used to, like to go out to play, and have lots of energy.
The results of this study concur with previous studies. For instance, Fauri and Grimes found
that those individuals who received bereavement services after a loss demonstrated increased
emotional, mental, and physical stability.1 Additionally, Zambelli and De Rosa, observed that the
accessibility of an adult to support and promote the child's grief process has a direct impact on the
child's adaptive capacity. Furthermore, they discovered in about half of 128 cases that children were
found to cope effectively for themselves when their parents were actively participating in resolving
children's grief.2
Limitations of the Study
There were a variety of concerns within this study. For instance, the sample included a rather
small and homogenous group of participants. The subjects were acquired through one metropolitan
pediatric hospital and lacked a comparison group. The sample was not culturally diverse or large
1D.P. Fauri, and D.R. Grimes, 185-190.
2G.C. Zambelli, & A.P. DeRosa, "Bereavement Support Groups for School-Aged Children:
Theory Intervention, and Case Example', American Journal of Orthopsychiatry, 62 October 1992,484.
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enough to generalize the results to outside populations. In addition, a disproportionately large number
of the respondents had attended bereavement support group services which may have effected the
subjects answers. Moreover, the study did not explore the children's loss history. They were
identified as having experienced the death of a sibling, but may also have had an extensive loss
history. This could easily have skewed the results and decreased overall validity and reliability.
Furthermore, sections of the data collection instrument may have been inappropriate to use
for this study. For instance, the Depression Self-Rating Scale assessed how the children had been
feeling over the past several weeks, not years. Whereas, the sample had experienced the death of
their sibling on average two and a half years earlier. Although the children may have demonstrated
specific depressive symptoms, those symptoms may not have been caused by the death of their
sibling. Additionally, some depressive symptoms can become confused with specific grief related
behaviors.
The design may also have impacted the results of the study. The families were contacted
by telephone. This decreased the opportunity for the researcher to establish strong levels of trust and
rapport with the subjects prior to administering the questionnaire. In addition, the researcher was not
able to visually observe the children's facial expressions, level of attention, or nonverbal
communication. These factors alone may have impacted the participants level of understanding.
Concurrently, the research personally knew several of the study participants. Thus, researcher bias
may have occurred within both the interview, as well as, the interpretation of the data.
Suggested Research Directions
This study has discovered many areas for further research. For instance, completing this
study with children within one year of their loss may show different responses than what has been
determined though the current study. Additionally, a larger, broader sample that includes a variety
of races, religions, and types of families may be beneficial. The results would be more generalized
and thus more representative of the population.
Repeating the study with comparison groups would also be quite interesting. This study
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focused on children who had experienced the death of a sibling. Would similar results occur with
children who had experienced parental loss? Would the method of loss change the results? For
instance, do those children whose family members die as a result of a lengthy, terminal illness differ
in their support needs from those children whose family members die quickly and unexpectedly?
Furthermore, this study identified family, friends, and special persons as three main types of
social support. It did not assess how spiritual faith may have impacted feelings of support and
depression. Continued research related to spiritual belief systems and faith perspectives may be very
important in assessing the support needs of grieving children.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
This study identified a significant correlation between high levels of family support and the
absence of depression, high levels of peer support and the absence of depression, high levels of peer
support and the absence of depressive symptoms. This is a strong indicator of how levels of support
can influence symptoms of depression in grieving children. Thus, social workers have the
opportunity, as well as the responsibility to develop programs that enhance support to children after
they have experienced the death of their sibling.
Only if social work practitioners are knowledgeable about the range and impact of support
systems and depression on grieving children will they be able to effectively intervene. There are a
variety of ways that this could occur. Social workers can normalize the grief process with their clients
by providing grief education, empathy, and validation. They can educate families with information that
empowers them to make informed decisions regarding their support needs and those of their
surviving children. Those social workers who work directly with children could assess for the identify
repressed or complicated grieving, including depression that could lead to possible misconceptions
and future challenges.
One significant point identified within this particular sample is that over 80% of the children
perceived and identified either their mothers, parents, or families as their main emotional support
regarding the death of their sibling. This information could help guide the development of future
programs. For instance, if family is perceived as a main support, wouldn't it be logical to develop grief
support programs specifically designed for families? If support from peers and significant persons
correlate with decreased symptoms of depression, wouldn't it also be reasonable to incorporate peers
and significant persons into those same grief support groups?
47
48
Social workers have unique education regarding human and family development. It is natural
for social workers to become leaders in grief support. When utilizing the ecological systems theory
it is clear that the availability of adequate resources and positive interactions in the environment are
essential in the satisfaction of the child's human needs and mastery of developmental tasks. Social
workers have the particular capabilities and resources to strive to meet the needs of bereaved
children by developing and promoting community wide grief education and support.
APPENDIX A: AUXILIARY TABLES
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Table 17. I have a special person who is a
real source of comfort to me. (N=16)














Table 22. There is a special person in my life













Table 23. My family is willing to help













Table 24. I can talk about my problems
with my friends. (N=16)
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Table 26. I sleep very well. (N=16)
Value Label











Table 28. I like to go out to play. (N=16)
Value Label











Table 31. I have lots of energy. (N=16)
Value Label












Table 32. I enjoy my food. (N=16)
Value Label











Table 33. I can stick up for myself. (N=16)
Value Label











Table 35. I am good at things I do. (N=16)
Value Label











Table 42. I feel very bored. (N.16)
Value Label Frequency Valid Percent















Scottish Rite Children's Medical Center
Research Review Committee
1001 Johnson Ferry Rd..
Atlanta, GA 30342
October 30, 1997
Dear Research Review Committee,
My name is Caitlin Waddington. I have enjoyed the role of Child Life Intern, Child Life Specialist, and
Secretary at SRCMC over the past six years. Currently, I am employed as a Nurse Tech while I
attend Clark Atlanta University to earn a Master's degree in Social Work.
Clark Atlanta University requires that graduate students complete a Thesis prior to graduation. I am
writing to you today to request that you review the enclosed research proposal titled, "An Exploratory
Study that Examines the Impact of Support Systems on the Level of Depression in Grieving Children."
I plan to adhere to the human rights standards and regulations that are in place for the protection o
human subjects.
In advance, I thank each of you for your time and consideration. Please feel free to contact me with
any questions or concerns. I look forward to hearing from you.
Respectfully,
Caitlin Waddington i










SUPPORT SYSTEMS AND DEPRESSION QUESTIONNAIRES
I, , willingly agree to have my child participate in this
investigation, which has been explained to me by the researcher, Caitlin Waddington.
The purpose of this research is to better understand the needs of grieving children, as well as, to
provide a broader knowledge base for practitioners. My child has been asked to be in this voluntary
study because he/she has experienced the death of his/her sibling. If I choose to permit my child to
participate in this project, I understand that he/she will be asked to fill out two questionnaires
regarding his/her perception of social support and depressive symptoms. In addition, I will be asked
to complete a demographics form. It will take approximately 20 minutes for my child to respond to
the questions. I understand that this interview will be conducted via the telephone.
I have been told that by participating in this study there is the possibility of emotional discomfort for
both myself and my child. If this occurs I have been encouraged to contact my physician, or an
appropriate grief support counselor.
I understand that there is not likely to be any direct benefit to me or my child from participating in this
study, but knowledge gained from this project may contribute to a better understanding of how to best
provide support to grieving children.
I understand that I/my child will not be charged additional expenses for my child's participation in this
study. I also understand that my child will not receive money for participation in this study. I
understand that I am free to refuse to participate in this study. I may withdraw anytime from this
study, and this decision will not adversely affect my child's care at Scottish Rite Children's Medical
Center, or cause a loss of benefits to which my child might be otherwise entitled.
I understand that the results of this research study will be reported through a Masters thesis at Clark
Atlanta University and other professional journals. I understand that the information gathered from
me will not be reported to anyone outside the research project in any manner which personally
identifies myself or my children. All data obtained from this research will remain confidential and will
only be used for research. The confidentiality of this document and all records from this research will
be protected to the extent provided by the law. Neither my child's, or any other family members'
name will be used in any report.
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INFORMED CONSENT
SUPPORT SYSTEMS AND DEPRESSION QUESTIONNAIRES
I understand that if I feel injury has been suffered as a result of the release of information pertaining
to this study, I should contact Caitlin Waddington at 770-381-1381. Scottish Rite Children's Medical
Center will not be responsible for payment of these injuries. Any questions regarding the participant's
rights in research related injuries can be directed to the Scottish Rite Children's Medical Center
Institutional Review Board Chair at telephone number 404-250-2037.
In addition, if I feel that either myself, or my child would like help coping with the loss of my child,
his/her sibling, I have been given a list of supportive resources which includes:
The Scottish Rite Children's Medical Center 404-250-2661 (ask for Jackie Watt)
Bereavement Group for Parents and Siblings
Compassionate Parents Support Group 404-501-5047 (ask for Sonya Cruel)
Rainbows Organization for Children 770-509-2330 (ask for Janet Tharpe)
The House Next Door 404-256-9797 (ask for Janet Mainor)
My signature below indicates that I have read all the above information, received answers concerning
areas I do not understand, and am willingly giving my consent for my child to participate in this
program. On signing this form, I will receive a copy for my records, as well as, a copy of the Subject's
Bill of Rights.
Parent's Verbal Date.
Child's Verbal Consent Date _
Examiner Date.
Witness Date.




Please complete the following information regarding your children.




5. How long has it been since the death of your child?.
6. Deceased Child's Age
7. Gender
8. Medical Diagnosis
9. Has your child attended a grief support group since the death of his/her sibling?
10. Ha your child attended individual therapy since the death of his/her sibling?
11. Has your child attended family counseling since the death of his/her sibling?
12. Question for participating child: Who do you feel has helped you the most regarding your
sister/brother's death? Relationship
Please include your current address
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Multidimensional Scale of Perceived Social Support (MSPSS)1
We are interested in how you feel about the following statements. Read each statement carefully.
Indicate how you feel about each statement by circling the appropriate number using the following
scale:
1 = Strongly disagree
2 = Somewhat disagree
3 = Neutral (don't agree or disagree)
4 = Somewhat agree
13. There is a special person who is around when I am in need.
14. There is a special with whom I can share joys and sorrows.
15. My family really tries to help me.
16. I get the emotional help and support I need from my family.
17. I have a special person who is a real source of comfort to me.
18. My friends really try to help me.
19. I can count on my friends when things go wrong.
20. I can talk about my problems with my family.
21. I have friends with whom I can share my joys and sorrows.
22. There is a special person in my life who cares about my feelings.
23. My family is willing to help me make decisions.































































Depression Self-Rating Scale (DSRS)2
Please answer as honestly as you can by indicating at the left of the number that best refers to how
you have felt over the past week. There are no right answers; it is important to say how you have felt.
1 = Most of the time
2 = Sometimes
3 = Never
Please record your answer in the space to the left of each item.
25. I look forward to things as much as I used to.
26. I sleep very well.
27. I feel like crying.
28. I like to go out to play.
29. I feel like running away.
30. I get tummy aches.
31. I have lots of energy.
32. I enjoy my food.
33. I can stick up for myself.
34. I think life isn't worth living.
35. I am good at things I do.
36. I enjoy the things I do as much as I used to.
37. I like talking about my family.
38. I have horrible dreams.
39. I feel very lonely.
40. I am easily cheered up.
41.1 feel so sad I can hardly stand it.
42. I feel very bored.
2lbid.,465.
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